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Introduction 
It is well known that over the past 50 years U.S. health care costs have risen at an unsustainable rate, 
consuming approximately 18% of GDP.1 Some of the costliest conditions in the U.S. include heart disease, 
cancer, trauma-related disorders, osteoarthritis, asthma, hypertension, and diabetes.2 Fortunately, many of 
the significant risk factors for these diseases can be modified or prevented. The Agency for Health Research 
and Quality estimated in 2007 that $29 billion—10% of total hospital expenditures—was spent on hospital-
izations that could have been prevented.3

To inform action on this issue, in July 2008, Trust for America’s Health (TFAH), The New York Academy 
of Medicine (NYAM), and the Urban Institute collaborated on an analysis of health care costs and preven-
tion interventions that was presented in the report Prevention For A Healthier America: Investments In Disease 
Prevention Yield Significant Savings, Stronger Communities.4 This report highlighted that disease and injury 
prevention interventions implemented outside of the clinical setting could generate dramatic savings for the 
health care system. It was already known that there could be savings through clinic-based screenings and 
medical therapies, but the savings that could be recouped through population-level interventions conducted 
by non-medical personnel were less well-known. The TFAH report showed that an investment of $10 per 
person per year in community-based programs to increase physical activity, improve nutrition, and prevent 
smoking and other tobacco use could save the country more than $16.5 billion annually within five years—a 
return of $5.60 for every $1 invested. 

The literature review that underpinned Prevention For A Healthier America identified 23 examples of effec-
tive interventions and programs working in communities around the world to address behaviors (e.g., tobac-
co use) and preventable conditions (e.g., asthma, sexually transmitted infections). To help direct policymak-
ers and program directors to these sound interventions, NYAM and TFAH issued the 2008 Compendium 
of Proven Community-Based Prevention Programs,5 which summarized a sample of the articles found in the 
literature review and also highlighted some additional studies. 

Since 2008, the literature on effective community-based 
prevention programs and interventions has grown exponen-
tially. Hundreds of interventions are being studied in com-
munities around the world and some of the initial database 
searches conducted to generate this 2013 Compendium 
Update yielded literally thousands of results, including 
hundreds of systematic reviews of the literature. This update 
is therefore also a significant expansion on the first report, 
adding new disease categories (see Table 1), delineating new 
“Prevention Strategy” subheadings, and increasing the list 
of case examples to a new total of 79. 

Through this Compendium update, we hope to direct policymakers to specific interventions ready for 
broader implementation and to inspire recognition of the potential to prevent disease and create a 
healthier population overall.

Jo Ivey Boufford, MD

President, The New York Academy of Medicine 

Table 1. Disease Categories for the 2008 and 2013   
Compendium of Proven Community-Based Prevention Programs

Original 2008 Compendium Updated 2013 Compendium

Cardiovascular Disease, 
Stroke & Diabetes

Cardiovascular Disease, 
Stroke & Diabetes

Tobacco Use Tobacco Use

Asthma Asthma

Falls Among the Elderly Injuries (including falls) & 
Violence 

Sexually Transmitted 
Infections

Sexually Transmitted 
Infections &  HIV/AIDS

Alcohol Use
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1 “Health expenditure, total (% of GDP),” accessed September 12, 2013, http://data.worldbank.org/indicator/SH.XPD.TOTL.ZS; “Health Costs: 
How the U.S. Compares With Other Countries,” last modified October 22, 2012, http://www.pbs.org/newshour/rundown/2012/10/health-costs-
how-the-us-compares-with-other-countries.html

2 Wier LM, and RM Andrews. 2011. The National Hospital Bill: The Most Expensive Conditions by Payer, 2008. HCUP Statistical Brief #107. Rockville, 
MD: Agency for Healthcare Research and Quality, http://www.hcup-us.ahrq.gov/reports/statbriefs/ sb107.pdf.

3 Russo, CA, HJ Jiang, and M Barrett. 2007. Trends in Potentially Preventable Hospitaliza tions among Adults and Children, 1997-2004. HCUP Statisti-
cal Brief #36. Rock ville, MD: Agency for Healthcare Research and Quality, http://www.hcup-us.ahrq.gov/reports/statbriefs/sb36.pdf.

4  Levi, Jeffrey, Laura M Segal, and Chrissie Juliano. 2008. Prevention for a healthier America: investments in disease prevention yield significant savings, 
stronger communities. Washington, D.C.: Trust for America’s Health, accessed at http://healthyamericans.org/reports/preven tion08/Prevention08.pdf

5 New York Academy of Medicine. 2010. A compendium of proven community-based prevention programs. New York, NY: New York Academy of 
Medicine.
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Methodology
This Compendium identifies categories of community-based programs and interventions proven to 
prevent or delay the onset or complications of certain health conditions (“Recommended Strategies”) 
and examples of successful implementation of such interventions (“Examples”). 

As in the first edition of this Compendium, we defined community-based interventions as efforts that 
are 1) directed to a population rather than individuals and 2) implemented in community settings rather 
than hospital or health care settings. Examples of viable interventions include mass health education 
programs and social marketing campaigns, coalition building and empowerment activities, policy chang-
es, and environmental remediation. Interventions were not included if they involved the direct delivery 
of personal health care services to individuals. 

The interventions covered in the 2008 Compendium were identified through a rigorous review of 82 
publically available systematic reviews. Since the release of the initial Compendium, there has been 
an explosion in the literature on community-based prevention, including the publication of hundreds 
of new systematic reviews, meta-analyses, and consensus recommendations from leading think tanks, 
advocacy organizations, research institutions, professional societies, and the federal government. We 
therefore adapted a “review of reviews” methodology for this edition.1 “Review of reviews” is an emerg-
ing methodology developed precisely because of the growth in summary literature.2 Our process modi-
fied the methods used in other recent “reviews of reviews” of prevention literature, and included the 
steps listed below. We aimed to identify intervention strategies that have the highest available level of 
evidence-based support to recommend their replication and dissemination.

STEP 1: Identified Topic Areas
The original Compendium addressed Cardiovascular Disease, Stroke & Diabetes; Tobacco Use; Asthma; 
Falls Among the Elderly; and Sexually Transmitted Infections. These topic areas represent leading 
causes of preventable health care expenditures. We maintained these original topics and added Alco-
hol Use, as it, like Tobacco Use, is now recognized as being among the leading risk factors for all deaths 
globally, including for cardiovascular deaths.3 We also expanded the STIs category to include HIV/
AIDS, and expanded the Falls Among the Elderly category to the broader umbrella of Injury Preven-
tion. Under Injury Prevention, we included interventions addressing violence and motor vehicle injuries. 
TABLE 2 summarizes the significance of each of these topics to health promotion efforts.



5

TITLE

Table 2. Health Topics Covered in this Compendium and Their Significance to Health Promotion Efforts 

Topic Area Significance to U.S. Health and Well-being Each Year
Cardiovascular 
Disease, Stroke & 
Diabetes

•	 Leading cause of death in the U.S.
•	 $312.6 billion total cost of CVD and stroke4

•	 $245 billion in costs (includes $176 billion in direct costs and $69 
billion in reduced productivity) for diagnosed diabetes5

Asthma •	 Leading chronic condition among children in the U.S.
•	 $56.0 billion in costs (includes $50.1 billion in direct costs and $5.9 

billion indirect costs, such as lost productivity)6 
Injuries & Violence •	 Violence is preventable

•	 $70 billion in costs (includes $64.4 billion in lost productivity and 
$5.6 billion on medical care)7

•	 Injury is among the leading causes of death in the U.S.
•	 $406 billion in costs (includes $80 billion for medical treatment and 

$326 billion for lost productivity)8

Sexually Transmitted 
Infections & AIDS

•	 Highly preventable 
•	 $16 billion in direct medical costs9

Alcohol Use •	 Leading contributor to preventable chronic disease 
•	 Excessive alcohol use costs $223.5 billion (includes $94.2 billion cost 

to government)10

Tobacco Use •	 Leading contributor to preventable deaths in the U.S.
•	 $193 billion in costs (includes $97 billion in lost productivity and $96 

billion in health care expenditures)11

STEP 2: Identified leading sources for reviews and recommendations in our chosen topic areas. 
We used The New York Academy of Medicine (NYAM) Library catalog, PubMed, Google searches, and 
expert consultation to identify leading U.S. and international health organizations that prepare English-
language reviews and recommendations for health promotion, particularly in the spheres of population 
health, public health, and community-based prevention, and who had published on the chosen topics. 
The Appendix lists the identified organizations. We then searched the publications and recommenda-
tions of each organization for the topic areas above, widening the search to include key terms that 
might also be used to address the key topics. For example, we determined that recommendations to 
“increase physical activity” or to “reduce obesity” could be included under “cardiovascular disease, 
stroke, and diabetes.” As the search proceeded, additional authoring organizations were identified. 
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STEP 3: Established and implemented document inclusion criteria. 
We searched the selected organization websites, the NYAM Grey Literature Report, and PubMed for 
publications by these organizational authors, and then sorted publications per the following criteria:

•	 Date of Publication: The 2008 Compendium contained a search from 1975 to 2008. For the 
categories cited in the first Compendium, we searched literature published after 2007, allowing 
for one year of overlap with the previous Compendium, up until 2012. For the newly added top-
ics, we included publications from 2002 to present. If a search within these years returned too 
few results, we assessed whether to include recommendations and interventions prior to 2002. 

•	 Quality of the Review: Each publication was examined to identify a description of the meth-
odology undertaken to generate conclusions and recommendations. We retained only those 
reports and articles that included appropriate and detailed methodologies explaining how and by 
whom the evidence was weighed.

STEP 4: Developed a summary set of recommended prevention strategies. 
The interventions and examples in the first Compendium were identified through a review of peer-
reviewed articles that had been selected using a very high standard for inclusion. We replicated this high 
standard in the current review by seeking out and only including strategies that attained the highest 
level of recommendation within a given review process or study. For example, from among the CDC’s 
Guide to Community Preventive Services (The Community Guide),12 we only included recommendations 
that achieve the level “Recommended,” which is the highest possible ranking in their rubric. Figure 1 
illustrates some of the various rubrics used by the reports we reviewed, and also shows that some studies 
did not apply a ranking rubric. If the level of evidence behind a recommended strategy was unclear, 
we reviewed the supporting literature to determine whether the recommendation was strong enough 
to include it in our findings.13 This process resulted in a total of 40 recommended community-based 
prevention strategies across the eight categories. If no rigorous validation for a recommendation could 
be found, we did not include it, even if it was strongly recommended.*

STEP 5: Selected case examples to illustrate the recommended strategies. 
We conducted a search for case examples of interventions that illustrated implementation of the 
strategies. We restricted selection of examples to those that had been rigorously evaluated. Many case 
examples we included are interventions that were found in the reviews that we included. If all reviews 
supporting a recommendation did not detail one or more rigorously evaluated interventions, our review-
ers conducted an independent search (e.g., through PubMed) to find case examples. For each case 
example, we sought to offer readers a minimum standard set of information, such as the intervention 
population, setting, the cost of the intervention, and the duration of the intervention. We particularly 
sought to identify case examples that had been shown to be effective in communities facing dispropor-
tionate levels of disease. 

* The lack of supporting evidence for recommendations should not be interpreted as indicating inefficacy, but may in some cases be attributed to a 
research gap, and indicate an opportunity for further testing exploration.
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STEP 6: Reviewed and updated examples from the first Compendium. 
Additionally, we sought to confirm that interventions recommended in the first Compendium are still 
considered effective. The first Compendium did not highlight strategies, but rather specific examples. 
We searched for each program in PubMed (using the project title, report authors, and other distinguish-
ing features). If there was no new study about the specific program, we then tried to find an update for a 
similar type of program. For instance, there was no update for the Ohio State University (OSU) Walk-
ing Program, but we sought more recent studies on similar interventions. If there was no update, we have 
included the example used in the first Compendium, since it is presumably still deemed effective (for ex-
ample, there have been almost no new studies on the effectiveness of car seats on injury prevention). The 
“In original compendium” tab is used in the text to indicate that the example was in the first Compendium.

The Guide to Community Preventive Services (The Community Guide), Centers for 
Disease Control and Prevention14

Recommended
The systematic review of available studies provides strong or sufficient evidence that the 
intervention is effective. The categories of “strong” and “sufficient” evidence reflect The 
Community Preventive Services Task Force’s degree of confidence that an intervention 
has beneficial effects. They do not directly relate to the expected magnitude of benefits. 
The categorization is based on several factors, such as study design, number of studies, 
and consistency of the effect across studies.

Recommended Against
The systematic review of available studies provides strong or sufficient evidence that the 
intervention is harmful or not effective.

Insufficient Evidence
The available studies do not provide sufficient evidence to determine if the interven-
tion is, or is not, effective. This does NOT mean that the intervention does not work. It 
means that additional research is needed to determine whether or not the intervention 
is effective.

Task Force findings may include a rationale statement that explains why they made a 
recommendation or arrived at other conclusions.

The Surgeon General’s Vision for a Healthy and Fit Nation (2010), U.S. Department of 
Health and Human Services, Office of the Surgeon General15

This brief proposes health-promoting actions that can be taken by multiple sectors of 
society but does not detail criteria for the selection of these strategies.

Figure 1. Examples of the Rating Rubrics Used in the Reviewed Reports
These examples were selected to illustrate various types of rubrics used to evaluate data. 
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Interventions on Diet and Physical Activity: What Works (2009), World Health 
Organization16

Effective
These interventions were based on a formative assessment, with a generally robust 
experimental design or sufficient sample size, and with significant effects on specified 
outcome variables. They generally met all or most of the planned objectives and would 
probably be applicable in other settings (disadvantaged communities and low- and 
middle-income countries), and demonstrated feasibility and sustainability in their current 
category. These interventions were most often considered the “example intervention” for 
the category and specific outcome.

Moderately Effective
These interventions lacked one or more of the critical components listed above, but were 
sufficiently robust to warrant consideration for application in specific settings or groups 
and met some, if not all of the planned objectives.

Promising/Insufficient evidence
These interventions demonstrated an important trend or a significant effect, but may 
not have been sufficiently robust in terms of experimental design or sample size, and may 
therefore benefit from further testing and research.

Minimally effective
Interventions in this ranking had significant, but perhaps not clinically relevant effects in 
at least one of the outcome areas. The study designs were sufficiently robust and there-
fore unlikely to yield different or better results through additional testing or in other 
settings.

Insufficient evidence/not shown to be effective
Here, the study design of the interventions was not robust, and the results sufficiently 
unremarkable or negative that no further testing or research application are warranted.

Not reported/not measured
The outcomes of these interventions were either not measured, or measured but not 
reported.

Finally, observations were made on the process and policy implications of each interven- 
tion, as well as its intervention fidelity, sustainability, feasibility and cost-effectiveness, 
where data were available or evaluated. Attention was particularly drawn to programmes 
that could be effective in a broader context, or specifically in under-resourced settings.
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1 Smith V, CM Begley, D Devane, and M Clarke. 2011. “Methodology in conducting a systematic review of systematic reviews of healthcare inter-
ventions.” BMC Medical Research Methodology. 11:15.

2  Physical Activity Guidelines for Americans Midcourse Report Subcommittee of the President’s Council on Fitness, Sports & Nutrition, and 
United States. 2012. Physical activity guidelines for Americans midcourse report strategies to increase physical activity among youth. Washington, D.C.: 
U.S. Dept. of Health and Human Services. http://www.health.gov/paguidelines/midcourse/pag-mid-course-report-final.pdf.

3 World Health Organization. 2009. Global health risks mortality and burden of disease attributable to selected major risks. Geneva, Switzerland: World 
Health Organization. http://site.ebrary.com/id/10363978

4 American Heart Association. 2013. “Heart Disease and Stroke Statistics--2013 Update: A Report from the American Heart Association,” ac-
cessed June 12, 2013, http://circ.ahajournals.org/content/127/1/e6.full.pdf.

5 American Diabetes Association. 2013. “Economic costs of diabetes in the U.S. in 2012.” Diabetes Care. 36 (4): 1033-46.

6 “Asthma & Children Fact Sheet,” last modified October 2012, http://www.lung.org/lung-disease/asthma/resources/facts-and-figures/asthma-
children-fact-sheet.html

7 Corso PS, JA Mercy, TR Simon, EA Finkelstein, and TR Miller. 2007. “Medical costs and productivity losses due to interpersonal and self-directed 
violence in the United States.” American Journal of Preventive Medicine. 32 (6): 474-482.

8 Corso P, E Finkelstein, T Miller, I Fiebelkorn, and E Zaloshnja. 2006. “Incidence and lifetime costs of injuries in the United States.” Injury Preven-
tion : Journal of the International Society for Child and Adolescent Injury Prevention. 12 (4): 212-8.

9 National Center for HIV/AIDS, Viral Hepatitis, STD, and TB Prevention (U.S.). 2013. Incidence, prevalence, and cost of sexually transmitted infec-
tions in the United States. Atlanta, GA: Centers for Disease Control and Prevention, National Center for HIV/AIDS, Viral Hepatitis, STD, and TB 
Prevention.

10 Bouchery EE, HJ Harwood, JJ Sacks, CJ Simon, and RD Brewer. 2011. “Economic costs of excessive alcohol consumption in the U.S., 2006”. 
American Journal of Preventive Medicine. 41 (5): 516-24.

11 “Smoking & Tobacco Use: Fast Facts,” accessed June 12, 2013, http://www.cdc.gov/tobacco/data_statistics/fact_sheets/fast_facts/

12 “Guide to Community Preventive Services (The Community Guide),” accessed June 12, 2013, http://www.thecommunityguide.org/index.html

13 This process has been modified from the American Heart Association Scientific Statement on Population Approaches to Improve Diet, Physical 
Activity, and Smoking Habits.

14 “Systematic Review Methods,” accessed June 12, 2013, http://www.thecommunityguide.org/about/methods.html

15 The Surgeon General’s Vision for a Healthy and Fit Nation (2010), U.S. Department of Health and Human Services, Office of the Surgeon Gen-
eral United States. 2010. The Surgeon General’s vision for a healthy and fit nation, 2010. Rockville, MD: Office of the Surgeon General.

16 “Interventions on Diet and Physical Activity: What Works,” accessed June 12, 2013, http://www.who.int/dietphysicalactivity/summary-report-09.pdf.

17 Chriqui, Jamie F. 2008. Local wellness policies assessing school district strategies for improving children’s health: school years 2006-07 and 2007-08. 
Chicago, IL: Bridging the Gap, Health Policy Center, Institute for Health Research and Policy, University of Illinois at Chicago. http://www.bridg-
ingthegapresearch.org/research_products/.

Local Wellness Policies: Assessing School District Strategies for Improving Children’s 
Health: School Years 2006-07 and 2007-08 (2009), Robert Wood Johnson 
Foundation 17

Strong Policy Provisions
Those that were definitely required and specified an implementation plan or strategy. 
They included language such as shall, must, will, require, comply and enforce.

Weak Policy Provisions
Offered suggestions or recommendations, and some required action, but only for certain 
grade levels or times of day. They included language such as should, might, encourage, 
some, make an effort to, partial and try.
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Recommended Prevention Strategies
The “In original compendium” tab indicates that an example was also in the first Compendium. We 
searched the literature to identify updated studies. If there was no subsequent study, we retained the 
original entry.

Goal: Reduce the Risk of Cardiovascular Disease, Stroke & Diabetes
Cardiovascular disease is the leading cause of morbidity and accounts for 32.3% of all deaths in the 
U.S.1 A major cause of cardiovascular disease is diabetes. People with diabetes are 2-4 times more 
likely to develop cardiovascular disease than non-diabetics. Several studies have shown that 95% 
of all diagnosed diabetics suffer from Type II diabetes, which can be controlled and prevented by 
healthy diet and regular physical activity.2 Interventions that reduce obesity, blood pressure, and 
cholesterol and increase physical activity and healthy eating have been proven effective in reducing 
risks for cardiovascular disease as well as diabetes and stroke. 

Use point-of-decision prompts to increase stair use
Example: Small Step #67 (Dolan et al. 2006)
The U.S. Department of Health and Human Services (HHS) and Centers for Disease Control 
and Prevention (CDC) initiated “Small Steps,” a national health campaign targeting 100 
lifestyle changes to combat obesity that could cumulatively have big impacts on individuals and 
populations. Small Step #67 advocates the use of stairs instead of escalators in public settings. 
A quantitative and qualitative review of eight studies testing the effects of motivational prompts 
to promote the use of stairs found a 2.8% increase in stair usage. This would result in a weight 
loss and/or weight gain prevention of 300 grams per person per year among new stair users. 

Implement community design and access that supports physical activity and active 
transportation
Example: Partnership for an Active Community Environment (PACE) (Gustat et al. 2012)
The Partnership for an Active Community Environment (PACE) steering committee in New 
Orleans, Louisiana installed a six-block walking path and a school playground in a low-income 
African American neighborhood. Physical activity levels in the intervention neighborhood 
and two matched comparison neighborhoods were assessed before and after the intervention 
using surveys and direct observation. Among residents who were observed engaging in 
physical activity, 41% were moderately to vigorously active in the section of the intervention 
neighborhood with the path intervention compared with 24% and 38% in the comparison 
neighborhoods without the path. PACE is an effective intervention that demonstrates how 
changes to the built environment may increase neighborhood physical activity. 
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Physical activity interventions in a school-based setting with a home component 
Example: Intervention centered on adolescents’ physical activity and sedentary behavior 
(Simon et al. 2008)
This intervention was implemented at eight middle schools in Eastern France (954 12-year-
old six-graders) for four years starting in 2002. The intervention program was incorporated 
into the standard school curriculum as three 50-minute physical education classes per week. The 
program educated students about physical activity and sedentary behaviors, took into account 
the obstacles to being active by offering physical activity at lunchtime and during breaks and after 
school hours, and engaged less confident children in an active lifestyle by creating activities without 
a competitive edge. Parents and educators were encouraged to provide support to enhance the 
adolescents’ physical activity level through regular meetings. After four years, 4.2% of the initially 
non-overweight adolescents were overweight in the intervention schools compared to 9.8% in the 
controls. The intervention adolescents also had an increase in supervised physical activity, a decrease 
of TV/video viewing and an increase of high-density cholesterol concentrations (good cholesterol).

Diet and physical activity interventions in a school-based setting with home and community 
components
Example: Be Active Eat Well (Sanigorski et al. 2008)
Be Active Eat Well (BAEW) was a multifaceted community capacity-building program promoting 
healthy eating and physical activity for children aged 4-12 years in the Australian town of Colac. 
The program used a multi-setting, multi-strategy approach and was based on community capacity-
building principles. Interventions include the distribution of glossy children’s newsletters, teacher 
fliers, and healthy lunchbox tip sheets. For support, the school appointed a dietitian, changed 
school nutrition policies, revised the cafeteria menu, and initiated events like healthy breakfast 
days, happy healthy families program, community garden, and walk to school days. Sporting club 
coach training, sporting club equipment, and two class sets of pedometers promoted physical 
activity in schools. Screen time strategies included “TV power down week.” Healthy dietary habits 
were encouraged by a pediatrician and dietician at regular parent meetings. The intervention group 
was successful in reducing unhealthy increases in children’s weight and waist measurement. 

Community-wide campaigns to promote physical activity
Example: West Virginia Walks (Reger-Nash et al. 2008)
This social marketing intervention promoted walking among insufficiently active 40- to 
65-year-olds in north-central West Virginia. The intervention included participatory planning, 
an eight-week mass media-based campaign, and policy and environmental activities. The 
campaign resulted in maximal message awareness and demonstrated a significant increase 
in walking behavior represented by an absolute shift of 12% of the target population from 
insufficiently active to active (i.e., greater or equal to 30 minutes, five days per week), versus 
the comparison community. 
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Example: Cardiovascular Health Awareness Program (CHAP) (Kaczorowski 2008)
In CHAP communities, residents aged ≥ 65 years were invited to attend cardiovascular risk 
assessment sessions held in pharmacies over 10 weeks in fall 2006. Sessions included blood 
pressure measurement and feedback to family physicians. Trained volunteers delivered the 
program with support from pharmacists, community nurses, and local organizations. The 
primary outcome measure is the relative change in the mean annual rate of hospital admission 
for acute myocardial infarction, congestive heart failure, and stroke among residents aged 
≥ 65 years in intervention and control communities. Outcomes were measured using routinely 
collected, population-based administrative health data. 

Example: The Rockford Coronary Health Improvement Project (CHIP) (Englert et al. 
2007)
The Rockford Coronary Health Improvement Project (CHIP) was a community-based 
lifestyle intervention program aimed at reducing coronary risk, especially in a high risk 
group. The intervention included a 40-hour educational curriculum delivered over a 
30-day period with clinical and nutritional assessments before and after the educational 
component, in which participants were instructed to optimize their diet, quit smoking, and 
exercise daily (walking 30 minutes per day). At the end of the 30-day intervention period, 
stratified analyses of total cholesterol, LDL, triglycerides, blood glucose, blood pressure, 
and weight showed highly significant reductions with the greatest improvements among 
those at highest risk. 

UPDATE: Cardiovascular risk reduction and factors influencing loss to follow-up in 
the coronary health improvement project (Merill and Aldana 2008)
The CHIP program is an intensive four-week community-based health education intervention 
designed to improve coronary risk factors. Analyses were based on 1,712 community volunteers 
ages 30 to 87 from the Rockford, Illinois metropolitan area. Of the participants, 97.7% 
completed the lifestyle evaluation at both baseline and after four weeks, and 51% provided 
data through one year. Participants showed significant improvements in all cardiovascular 
risk factors considered (body mass index, resting heart rate, systolic blood pressure, diastolic 
blood pressure, cholesterol, high-density lipoprotein, low-density lipoprotein, triglycerides, and 
glucose) after both four weeks and one year. 

Example: A community-oriented, coronary heart disease prevention program 
(Hoffmeister et al. 1996)
A community-oriented, coronary heart disease prevention program conducted in six 
regions of former West Germany included activities that emphasized healthy nutrition 
and increased physical activity, in addition to the reduction of smoking, hypertension, and 
hypercholesterolemia. Over a seven year period, the intervention saw a net reduction in 
the mean values of systolic (-2.0%) and diastolic (-2.0%) blood pressure, and total serum 
cholesterol (-1.8%), as well as the percentage of smokers (-6.7%), compared with the 
nationwide trend. 
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Worksite programs for obesity prevention and control
Example: Eat Smart, Move More NC (Dunn et al. 2013)
North Carolina State University developed Eat Smart, Move More, Weigh Less (ESMMWL), 
a weight management program for adults that lasts one hour a week for 15 weeks. Eighty-nine 
percent of participants in ESMMWL who completed the program were female and the mean 
age was 48.8. In 2009, North Carolina’s State Health Plan for Teachers and State Employees 
enlisted it’s members to the ESMMWL program so they could better manage their weight and 
reduce associated health care costs. Participants receive instructions on how to live mindfully 
as they make choices about eating and physical activity. The percentage of participants with a 
BMI less than 30 kg/m2 increased from 40% to 45% and those with a normal blood pressure 
increased from 23% to 32.5%. Participants reported being more mindful of what and how much 
they ate (92%), being more mindful of how much daily physical activity they got (88%), and 
eating fewer calories (87.3%).

Example: Ohio State University (OSU) Walking Program (Haines et al. 2007)
Researchers at Ohio State University recruited 60 women in their forties for a 12-
week walking program that took place on the college’s campus. At three months, the 
intervention group saw a 1 percent decrease in body mass index (BMI), a 3.4 percent 
decrease in hypertension, a 3 percent decrease in cholesterol, and a 5.5 percent decrease 
in glucose. 

UPDATE: Walk@Work: An automated intervention to increase walking in university employees 
not achieving 10,000 daily steps (Gilson et al. 2013)
Academic and administrative staff at five campuses (Canada, Northern Ireland, the United 
States, and two in Australia) were given a pedometer, access to a web-based walking 
intervention (Walk@Work), and tasked with increasing workday walking by 1,000 daily steps 
above baseline, every two weeks, over a six-week period. Step count changes at four weeks 
after the intervention were evaluated relative to campus and baseline walking. Walk@Work 
increased workday walking by 25%.

Multilevel interventions

Example: Shape Up Somerville (Economos et al. 2007)
Shape Up Somerville, a comprehensive effort to prevent obesity in high-risk first through 
third grade students in Somerville, Massachusetts, included improved nutrition in schools, 
a school health curriculum, an after-school curriculum, parent and community outreach, 
collaboration with community restaurants, school nurse education, and a safe routes to 
school program. After one year, on average the program reduced one pound of weight gain 
over eight months for an 8-year-old child. On a population level, this reduction in weight 
gain would translate into large numbers of children moving out of the overweight category 
and reducing their risk for chronic disease later in life. 
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Example: A physical activity intervention targeting low-income adults in Oslo, Norway 
(Jenum et al. 2006)
A physical activity intervention targeting low-income adults in Oslo, Norway, provided 
individual counseling, walking groups, increased accessible areas for safe recreation, and 
information through leaflets and mass media. After three years, compared to the control 
group, the intervention group had an 8-9% increase in physical activity, 14% fewer 
individuals gained weight, 3% more quit smoking, and a significant decrease in blood 
pressure rates was reported. 

Example: Well-Integrated Screening and Evaluation for Women Across the Nation 
Wisewoman (Finkelstein et al. 2006) 
A CDC-funded lifestyle intervention program, the Well-Integrated Screening and 
Evaluation for Women Across the Nation (WISEWOMAN), provides low-income 
uninsured women aged 40 to 64 with chronic disease risk factor screenings, lifestyle 
interventions, and referral services in an effort to prevent coronary heart disease and 
improve health. Over the course of a year, WISEWOMAN participants improved their 
10-year risk of coronary heart disease by 8.7%, and there were significant reductions in the 
percent of participants who smoked (11.7%), had high blood pressure (15.8%), or had high 
cholesterol (13.1%). 

Example: Diabetes Prevention Program (Hamman et al. 2006)
A study that followed Diabetes Prevention Program participants randomized to an 
intensive lifestyle intervention found that weight loss was the dominant predictor of 
reduced diabetes incidence. Participants experienced a 16 percent reduction in their 
diabetes risk for every kilogram of weight that they lost after a 3.2 year mean follow-up 
period. 

UPDATE: Translating the Diabetes Prevention Program into American Indian and Alaska Native 
Communities (Jiang et al. 2012)
The Diabetes Prevention Program (DPP) was translated to an intervention in a diverse set 
of American Indian and Alaska Native (AI/AN) communities. The Special Diabetes Program 
for Indians Diabetes Prevention (SDPI-DP) demonstration project implemented the DPP 
lifestyle intervention among 36 health care programs serving 80 tribes (a total of 2,553 
participants with prediabetes were recruited and started the intervention by July 31, 2008). 
They were offered the 16-session Lifestyle Balance Curriculum and underwent a thorough 
clinical assessment for an evaluation of their diabetes status and baseline risk. Soon after 
completing the curriculum, they were evaluated annually for up to three years. Significant 
improvements in weight, blood pressure, and lipid levels were observed immediately after the 
intervention and annually thereafter for three years. Class attendance strongly correlated with 
diabetes incidence rate, weight loss, and change in systolic blood pressure. 
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UPDATE: Translating the diabetes prevention program to an urban, underserved community (Piatt 
et al. 2012) 
Eligible participants were screened from eleven targeted urban, medically underserved 
communities to examine the long-term effect of a Group Lifestyle Balance (GLB) program 
on weight, impaired fasting glucose, hypertension, and hyperlipidemia. Eligible individuals took 
part in a 12-week GLB intervention that addressed weight loss and physical activity. Subjects 
were followed for 24 months. The probability of being at risk for diabetes and cardiovascular 
disease was significantly reduced by 25.7% over the long-term follow-up. Of the participants 
who lost at least 5% of their body weight following the intervention, 52.6% maintained the 
5% weight loss at their last follow-up time, weighing about 20 pounds less than they did at 
baseline. 

Example: Epode (2004)
EPODE, a multisectoral, five-year plan to improve nutrition among 5- to 12-year-old 
youths in 10 French towns, involved parents and families, medical providers, school nurses, 
teachers, towns, businesses, and media campaigns in the intervention. In the targeted 
towns, obesity rates have remained consistent while they have doubled in control areas, 
making youths who experienced the intervention less likely to develop obesity-related 
health conditions in the future. Mothers in the intervention towns have reported weight 
loss as well. 

UPDATE: The VIASANO program in Belgium (Borys et al. 2013)
The VIASANO program, based on the EPODE methodology, began in 2007 and 2008 in 
two towns in Belgium. As part of VIASANO, two campaigns per year are launched: one about 
healthy food and one about physical activity. The campaigns provide different communication 
tools (poster, leaflet, actions sheets, mobilization sheets, recipes, a newsletter) per theme, and 
the national coordination team trains the local project leaders on each. During the school year 
2007/2008, children in year 1 and 3 of nursery schools were weighed and measured by the 
School Health Prevention Services, as well as another group of children in 2009/2010. The 
prevalence of overweight in nursery school children showed a decrease of 22%, from 9.46% to 
7.41%. In the same period in the control towns, the prevalence of overweight slightly increased, 
from 9.53% to 9.58%. There is evidence that the EPODE methodology can be transferable in 
other settings and cultures.
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Goal: Reduce Asthma
Asthma is a leading chronic illness among children and youth in the United States. On average, in a 
classroom of 30 children, about three are likely to have asthma, and it is one of the leading causes 
of school absenteeism.3 Asthma is the third-ranking cause of hospitalization among children under 
15.4 Asthma can be controlled with proper diagnosis, appropriate asthma care, and management 
activities, which makes community-based asthma prevention programs extremely important in 
reducing hospitalizations and absenteeism caused by asthma.

Retrofit buses to reduce emissions 
Example: School buses, diesel emissions, and respiratory health (Beatty and Shimshack 2011) 
School bus emissions collect within passenger cabins, pollute the environment near schools 
and residential areas, and contribute disproportionately to ambient air quality. The Washington 
State Clean School Bus Program found that school bus retrofits result in reductions of 
bronchitis, asthma, and pneumonia incidence for at-risk populations. Calculations suggest 
conservative benefit–cost ratios between 7:1 and 16:1. 

Smoking bans
Example: Short-term impact of the smoke-free legislation in England on emergency hospital 
admissions for asthma among adults: a population-based study (Sims et al. 2013) 
This studies whether the introduction of smoke-free legislation on July 1, 2007 was associated 
with an immediate reduction in adult emergency hospital admissions for asthma in England. 
It tracks if there is a difference in association between legislation and adult asthma hospital 
admissions across regions. Research found smoke-free legislation was associated with an 
immediate 4.9% reduction in emergency admissions for asthma in the adult population. This 
implies that approximately 1,900 emergency admissions for asthma were prevented in each of 
the first three years after legislation was introduced. The reduction in admissions did not vary 
significantly across regions.

Home based multi-trigger, multilevel interventions for children and adolescents
Example: A Community-Based Strategy for Improving Asthma Management and Outcomes 
for Preschoolers (Findley 2011)
The Northern Manhattan Asthma Basics for Children Initiative (ABC) is a coalition of 
community service organizations, early childhood educators, parenting programs, and 
community pediatric providers. The ABC program adapted their program to be implemented 
by daycare centers in low-resource communities by (1) shifting responsibility for parent 
education from nurses to social workers and trained health educators; (2) adding peer 
counselors to assist with tailoring the program to these communities; (3) promoting parent 
participation; (4) reinforcing messages to parents through daycare center activities for their 
children; and (5) adding a provider-education component. The intervention was conducted in 
two contiguous communities with some of the highest early childhood asthma hospitalization 
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rates in the city. One-third of residents live at or below the poverty level. Following program 
participation, 85% of parents reported reducing their child’s triggers, 89% said it was easier to 
talk to their child’s physician, and 80% were confident in their ability to manage their child’s 
asthma. Children’s daytime symptoms dropped from 78% to 42%, nighttime symptoms from 
81% to 49%, daycare absences from 56% to 38%, asthma-related emergency department (ED) 
visits from 74% to 47%, and asthma-related hospitalizations from 24% to 11%. 

Example: Community Asthma Initiative: Evaluation of a Quality Improvement Program for 
Comprehensive Asthma Care (Woods 2012)
Urban, low-income patients with asthma from four zip codes were identified through logs of 
Emergency Department (ED) visits or hospitalizations, and offered enhanced care including 
nurse case management and home visits. The program provided services to 283 children with 
55.1% male, 39.6% African American, 52.3% Latino, 72.7% using Medicaid, and 70.8% with a 
household income below $25,000. Twelve-month data show a significant decrease (≥1) in any 
asthma ED visits (68.0%) and hospitalizations (84.8%), and any days of limitation of physical 
activity (42.6%), patient missed school (41.0%), and parent missed work (49.7%). There was a 
significant reduction in hospital costs compared with the comparison community, and a return 
on investment of 1.46. 

Example: New York State Healthy Neighborhoods Program (Lin et al. 2004)
The New York State Healthy Neighborhoods Program conducted an asthma intervention 
in which outreach workers conducted home visits and provided education about asthma, 
referrals, and controls for asthma triggers. During the program’s 1997-1999 funding cycle, 
the average hospitalization (hospital admissions and ER visits) rate decreased by 23%. 

Example: Environmental interventions in seven U.S. cities (Morgan et al. 2004)
A study of almost 1,000 children with asthma in seven major U.S. cities provided 
environmental interventions tailored to each child’s allergic sensitization and environmental 
risk factors in an effort to improve asthma-related outcomes. The one-year intervention 
included education and remediation for exposure to both allergens and environmental 
tobacco smoke, with home environmental exposure assessments every six months. For 
every two-week period, the intervention group had significantly fewer days with symptoms 
than did the control group, both during the intervention year (3.39 vs. 4.20 days) and 
the year afterward (2.62 vs. 3.21 days), as well as greater declines in the levels of allergens 
at home. Reductions in the levels of cockroach allergen and dust-mite allergen on the 
bedroom floor had a significant correlation with reduced complications of asthma. 
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Goal: Reduce Sexually Transmitted Infections and HIV/AIDS
Sexually transmitted infections remain a major public health challenge in the United States. The 
CDC estimates that approximately 20 million new infections occur each year, and approximately 
110 million people are currently living with a sexually transmitted disease.5 HIV, a virus that attacks 
the immune system and causes AIDS, is estimated to affect 1.1 million Americans and newly 
infects 56,000 people a year.6 Men who have sex with men (MSM) are most heavily affected by 
HIV and comprised more than half of new HIV cases in 2010. They experienced a 12% increase 
in HIV incidence in 2010 from 2008.7 Latex condoms, when used consistently and correctly, are 
highly effective in preventing the sexual transmission of HIV, and consistent and correct use of 
latex condoms also reduces the risk of other sexually transmitted infections.8 Community-based 
interventions that promote condom use and address additional risk factors, such as having multiple 
partners, have been shown to reduce the spread of HIV and other sexually transmitted infections.

Community-level behavioral interventions

Example: HIV Prevention Intervention for Women Living in 18 Low-Income Housing 
Developments (Sikkema et al. 2000)
A randomized, community-level intervention aimed at preventing high-risk women from 
contracting HIV targeted women living in low-income housing developments in five U.S. 
cities. Intervention activities included HIV risk reduction workshops and community 
HIV prevention events implemented by women who were popular opinion leaders among 
their peers. At the 12-month follow-up, the proportion of women in the intervention 
developments who had any unprotected intercourse in the past two months declined from 
50% to 37.6%, and the percentage of women’s acts of intercourse protected by condoms 
increased from 30.2% to 47.2%. Among women exposed to intervention activities, 
the mean frequency of unprotected acts of intercourse in the past two months tended 
to be lower at follow-up (mean = 4.0) than at baseline (mean = 6.0). These changes 
were corroborated by changes in other risk indicators. This study demonstrates that 
community-level interventions that involve and engage women in neighborhood-based 
HIV prevention activities can bring about reductions in high-risk sexual behaviors. 

UPDATE: Outcomes of a randomized, controlled community-level HIV prevention intervention 
for adolescents in low-income housing developments (Sikkema et al. 2005)
A randomized, controlled, multi-site community-level intervention trial was undertaken 
with adolescents living in 15 low-income housing developments in five U.S. cities. 
The developments were randomly assigned to each of three conditions: experimental 
community-level intervention (five developments); “state-of-the-science” skills training 
workshops (five developments); and, education-only delayed control intervention (five 
developments). At long-term follow-up, adolescents living in the housing developments 
receiving the community-level intervention were more likely to delay onset of first 
intercourse (85%) than those in the control developments (76%), while those in the 
workshop developments (78%) did not differ from control condition adolescents. 
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Adolescents in both the community-level intervention (77%) and workshop (76%) 
developments were more likely to use a condom at last intercourse than those in control 
(62%) developments. 

Example: Real AIDS Prevention Project (RAPP) (Lauby et al. 2000)
Real AIDS Prevention Project (RAPP) is a community-level intervention that mobilizes the 
networks of community volunteers, organizations, and business. The intervention consists 
of five main components: conducting community outreach using peer networkers; having 
one-on-one, safer sex discussions based on the participants’ stage of readiness to change; 
distributing printed stories about community members and safer sex decisions (role model 
stories); obtaining program support from community organizations and businesses (community 
networking); and sponsoring small group activities in communities, such as safer-sex discussion 
parties and workshops conducted by outreach specialists.  The intervention was implemented 
with low-income, primarily African American women in four urban communities. After two 
years of intervention activities, increases in rates of talking with main partners about condoms 
were significantly larger in intervention communities than in comparison communities. 
Intervention communities also had significant increases in the proportion of women who had 
tried to get their main partners to use condoms. 

Condom availability programs

Example: Condom distribution: a cost-utility analysis (Bedimo et al. 2002)
A social marketing campaign conducted in Louisiana between 1994 and 1996 made over 
33 million condoms freely available in over 1,000 public and commercial sites throughout 
the state. Fifty-five percent of the condoms were taken by African Americans, a priority 
population. Surveys among 275,000 African Americans showed that condom use 
increased by 30%. The program was estimated to prevent 170 HIV infections and save 
1909 quality-adjusted life years. 

Group-level behavioral interventions for Men Who Have Sex with Men

Example: Community HIV Prevention Research Collaborative (Kelly et al. 1997)
A community-level intervention aimed at lowering the risk of HIV infection focused on 
male patrons at gay bars in eight small U.S. cities, four of which served as intervention 
cities and four of which served as control cities. In the control cities, HIV educational 
materials were placed in the bars. In the intervention cities, popular homosexual men in 
the community were recruited and trained to spread behavior-change endorsements 
and recommendations to their peers through conversation. Population-level rates of 
risk behavior decreased significantly in the intervention cities compared with the control 
cities at one-year follow-up. In the intervention cities there was a reduction in the 
mean frequency of unprotected anal intercourse during the previous two months, from 
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1.68 occasions at baseline to 0.59 occasions at follow-up, and an increase in the mean 
percentage of occasions of anal intercourse protected by condoms, from 44.7% at baseline 
to 66.8% at follow-up. 

UPDATE: D-up: Defend Yourself! (Jones et al. 2008)
A community-level intervention, d-up: Defend Yourself! is designed for and developed by 
black men who have sex with men (MSM). D-up! finds and enlists opinion leaders whose 
advice is respected and trusted by their peers, who are then trained to change risky sexual 
norms of their friends and acquaintances. D-up! opinion leaders are prepared to deliver 
messages that counter racial and sexual biases directed toward black MSM in society and 
to promote condom use among Black MSM. Research for this HIV behavioral intervention 
adapted for black MSM was conducted in three North Carolina cities over a year. Local 
prevention specialists conducted four two-hour sessions on the following topics: local and state 
epidemiology of HIV/AIDS and STDs, facts and myths about HIV/AIDS, and characteristics 
of an effective risk reduction conversation. Intervention participants had opportunities to 
role-play potential conversations that they could have with their friends and acquaintances. 
Participants were given tests measuring their knowledge before and after the intervention 
sessions. To compensate them for their time, opinion leaders received $100 in gift cards, 
marketing materials that contained the project logo, and safer-sex materials. Significant 
decreases were found in unprotected receptive anal intercourse at 4 months (by 23.8%) and 
8 months (by 24.7%), and in unprotected insertive anal intercourse (by 35.2%), unprotected 
receptive anal intercourse (by 44.1%), and any unprotected anal intercourse (by 31.8%) 
at 12 months. Additionally, at 12 months, the mean number of partners for unprotected 
receptive anal intercourse decreased by 40.5%. The mean number of episodes for unprotected 
insertive anal intercourse decreased by 53.0%, and by 56.8% for unprotected receptive anal 
intercourse. The percentage of respondents reporting always using condoms for insertive and 
receptive anal intercourse increased by 23.0% and 30.3%, respectively.

Youth development interventions with community service
Example: HoMBReS (Rhodes et al. 2009) 
HoMBReS is a community-level intervention developed for a rural Latino soccer league. Each 
team, composed of 20 to 25 players, elects one opinion leader who is trained as a lay health 
adviser, known as a Navegante or navigator. Navegantes complete 16 hours of training in four 
sessions. After completing the training, the Navegantes work to improve their community’s 
health (1) as lay health advisers providing HIV/STI information, condoms, and referrals and 
increasing condom use skills, (2) as opinion leaders bolstering positive attitudes and reframing 
negative attitudes about what it means to be a Latino man and changing sexual health attitudes 
and norms, and (3) as community advocates for environmental change bringing the community 
voice to health service agencies. Navegantes hold monthly meetings to plan, coordinate, and 
evaluate their ongoing activities.
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Comprehensive risk-reduction interventions for adolescents
Example: Cuidate! (Villarruel et al. 2006) 
¡Cuídate!, which means “take care of yourself,” is a culturally-based, group-level intervention 
to reduce HIV sexual risk behavior among Latino youth ages 13 to 18. ¡Cuídate! consists of six 
one-hour modules delivered over a minimum of two days to groups of six to 10 youth. ¡Cuídate! 
can be delivered in community centers, schools, etc. by health educators, counselors, health 
care providers, etc. HIV/AIDS knowledge, condom negotiation, refusal of sex, and correct 
condom use skills are taught through interactive games, group discussion, role-plays, video, 
music, and mini-lectures. A similar intervention was tested in Northeast Philadelphia schools 
among Latinos aged 13 through 18 years (249 males and 304 females) from April 2000 
through March 2003. Data collection occurred before and after intervention and at three, 
six, and 12 months. The HIV and health-promotion control interventions consisted of six 
50-minute modules delivered by adult facilitators to small, mixed-gender groups in English or 
Spanish. Analyses revealed that adolescents in the HIV intervention were less likely to report 
sexual intercourse, multiple partners, and days of unprotected intercourse and more likely to 
report using condoms consistently. Adolescents assigned to the HIV intervention who were 
sexually inexperienced at baseline reported fewer days of unprotected sex; Spanish speakers 
were more likely to have used a condom at last intercourse and had a greater proportion of 
protected sex compared with similar adolescents in the health-promotion intervention.

Example: HORIZONS (DiClemente et al. 2009) 
HORIZONS is a group-level, gender- and culturally tailored STD/HIV intervention for African 
American adolescent females seeking sexual health services. African American women health 
educators conduct two group sessions (four hours each) and four individual telephone calls 
(15 minutes each) over nine months after the group sessions. Participants role-play informing 
male sex partners about their STD status and encouraging partners to seek STD screening/
treatment. Participants also receive $20 vouchers redeemable by their male partner(s) towards 
the cost of STD services.  Over the 12-month follow-up, fewer adolescents in the intervention 
had a chlamydial infection (42 vs 67) or recurrent chlamydial infection (4 vs 14). Adolescents 
in the intervention also reported a higher proportion of condom-protected sex acts in the 60 
days preceding follow-up assessments (mean difference, 10.84) and less frequent douching 
(mean difference, -0.76). Adolescents in the intervention were also more likely to report 
consistent condom use in the 60 days preceding follow-up assessments and condom use at last 
intercourse. 
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Goal: Reduce Injury and Violence 
This goal includes three subheadings where we found effective interventions—violence prevention, 
injury prevention, and falls prevention. We did specifically seek to identify gun violence 
interventions, but due to a prohibition on use of federal funds for research related to this topic, 
there is a relative lack of evidence. 

Violence Prevention
Acts of violence are among the top 15 causes of death in the United States for people of all 
ages.  Violent acts may result in premature death or disability, which decreases productivity 
and contributes to poor mental health.9 Factors that influence violence include individual social 
experiences and relationships, community environment, and societal beliefs and attitudes. 
Preventative measures related to problem-solving skills may contribute to conflict dissolution. 
Introducing programs to schools that render violence unacceptable can positively change social 
norms and has been shown to decrease violent behavior across all grade levels.10

Early childhood home visitation to prevent childhood maltreatment
Example: Long-term effects of home visitation on maternal life course and child abuse and 
neglect. Fifteen-year follow-up of a randomized trial (Olds et al. 1997)
A study was conducted in a semirural community in New York to examine the long-term 
effects of prenatal and early childhood home visitation by nurses on women’s life course and 
of child abuse and neglect. Families received a mean of nine home visits during pregnancy and 
23 home visits from the child’s birth through the second birthday. Women’s use of welfare and 
number of subsequent children were based on self-report; their arrests and convictions were 
based on self-report and archived data from New York State. Verified reports of child abuse and 
neglect were abstracted from state records. Along with a number of other benefits, including 
fewer behavioral impairments due to drug and alcohol use and fewer arrests, during the 15-
year period after the birth of their first child, there were fewer verified reports of child abuse in 
women who were visited by nurses during pregnancy and infancy, in contrast to women in the 
comparison group. 

School-based programs to prevent violence and bullying 
Example: Responding in Peaceful and Positive Ways (RIPP) among urban adolescents (Farrell 
et al. 2001)
Responding in Peaceful and Positive Ways (RIPP) is a sixth grade universal violence prevention 
program. Classes of sixth graders at three urban middle schools serving predominantly African 
American youth were randomized to intervention and control groups. The “RIPP-6” curricula, 
or curricula for sixth graders, focus on violence prevention broadly. A key element in the 
programs for all three grades (sixth, seventh, and eight) is a trained prevention facilitator who 
implements the program and models pro-social attitudes and behaviors. Facilitators teach the 
25-session RIPP-6 curriculum on a weekly basis throughout the school year. Each session is 50 
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minutes long and is typically taught during the academic subjects of social studies, health, and 
science. Results found RIPP participants had fewer disciplinary violations for violent offenses 
and in-school suspensions at posttest compared with the control group. The reduction in 
suspensions was maintained at 12-month follow-up for boys but not for girls. RIPP participants 
also reported more frequent use of peer mediation and reductions in fight-related injuries at 
posttest. Intervention effects on several measures approached significance at six-month and 
12-month follow-up. 

Example: Responding in Peaceful and Positive Ways (RIPP) in rural middle schools (Farrell et 
al. 2003)
The effectiveness of the RIPP violence prevention program that was originally developed 
for urban middle schools serving a predominantly African American student population was 
evaluated in rural schools serving an ethnically diverse student population. Outcomes were 
compared for over two years for students at four intervention schools where the RIPP program 
was implemented and four no-intervention control schools. Several significant intervention 
effects were found on self-report measures of aggression, victimization, life satisfaction, and 
mediating variables including knowledge and attitudes.

Injury Prevention
The leading cause of death of people aged 1-44 in the United States is injury. Regardless of 
race, socioeconomic status, or sex, injury is the leading cause of disability for all ages.11 Injury 
is more common in children and the elderly as opposed to other age groups, and most incurred 
injuries can be controlled and prevented.12 The physical environment of the home and community 
contributes heavily to unintentional injuries. Modifications of the environment in practical ways 
are necessary to prevent roadside accidents, falls, and drowning, among other injuries. 

Pedestrian safety education
Example: Safe Routes to School (SRTS) in New York City (Dimaggio and Li 2013)
The U.S. Congress created the federal Safe Routes to School (SRTS) program in 2005 to help 
address the health and societal consequences of the decline in walking and bicycling to school. 
The program allocated funds for state departments of transportation to build sidewalks, bicycle 
lanes, and safe crossings, improve signage, and make other improvements that allow children to 
travel more safely to school. This study used geocoded motor vehicle crash data for 168,806 
pedestrian injuries in New York City between 2001 and 2010. Annual pedestrian injury rates 
per 10,000 population were calculated for different age groups and for census tracts with and 
without SRTS interventions during school-travel hours. During the study period, the annual rate 
of pedestrian injury decreased 33% among school-aged children (5- to 19-year-olds) and 14% 
in other age groups. The annual rate of school-aged pedestrian injury during school-travel hours 
decreased 44% from 8.0 injuries per 10,000 in the pre-intervention period (2001-2008) to 
4.4 injuries per 10,000 in the post-intervention period (2009-2010) in census tracts with SRTS 
interventions. The rate remained virtually unchanged in census tracts without SRTS interventions. 
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Enhanced enforcement programs for the use of safety belts
Example: Multilevel intervention in Latino communities (Schaechter and Uhlhorn 2011)
Motor vehicle crashes are the leading cause of death for U.S. Latinos aged 1 to 35 years. 
Restraint use is an effective means of prevention of motor vehicle crash injury. This multilevel 
intervention consisting of a community awareness campaign, restraint use education with 
equipment distribution, and a two-staged law enforcement intervention was implemented in 
two of three Latino-majority communities. Restraint use observations were conducted in all 
three communities at baseline, after the warnings phase and again after the citations phase of 
the intervention were completed. The combined intervention was associated with a significant 
increase in both driver and child passenger restraint use in one intervention community, but 
only driver restraint increased to a level of significance in the other intervention community. 
Significant increase was also noted among nonintervention drivers. The citations phase of 
the intervention did not result in a significant increase in restraint use and was complicated 
by interruptions due to unlicensed drivers. The combined effort of community awareness, 
education, equipment distribution, and law enforcement intervention that included incentives 
and warnings may be effective at increasing seat belt use in Latino communities without the 
need for citations.

Child safety seat distribution and education programs
Example: Increasing car seat use for toddlers from inner-city families (Louis and Lewis 1997)
Families from Newark, NJ, were divided into two study groups. Both groups were given car 
seats, but one group also received education regarding car restraint use. Observations were 
made of car seat use before car seat distribution, immediately after distribution, four to five 
months later, and one year later. Car seat use increased markedly immediately after distribution 
and remained high one year later, regardless of education. This suggests that access to car seats 
was the deciding factor in car seat use. 

Example: Child care centers: a community resource for injury prevention (Stuy 1993)
Usage rates of child restraint devices in poor and minority communities are disproportionately 
low despite state laws. Two urban child care centers enrolling high-risk two- through six-year-
old children were monitored for correct child restraint use during a five-month educational 
intervention at one center. Key features of intervention programming included weekly, 
developmentally appropriate presentations by the staff to the children and documented 
parental awareness of the child care center’s policy advisory regarding child restraint use. 
Results demonstrate statistically significant increases in use at the intervention center. This 
study finds that child care center policy and programming can be effective in promoting child 
passenger safety.
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Support community and streetscape design that promotes safety and prevents injuries
Example: Low-cost traffic engineering measures (LCTEMs) (Yannis et al. 2013)
This paper investigates the impact of low-cost traffic engineering measures (LCTEMs) on the 
improvement of road safety in urban areas. A number of measures were considered, such as 
speed humps, woonerfs, raised intersections and other traffic calming measures, which have 
been implemented on one-way, one-lane roads in a municipality in the Greater Athens Area. 
The selected control group is composed of two municipalities in the greater Athens area, 
which present similar road network and land use characteristics with the area considered. The 
application of the methodology showed a statistically significant reduction in the total number 
of passenger car and single-vehicle crashes, which can be possibly attributed to the introduction 
of LCTEMs. 

Reduce alcohol-impaired driving
Example: Checkpoint Tennessee (Lacey et al. 1999)
Tennessee implemented an extensive statewide sobriety checkpoint program (Checkpoint 
Tennessee). The volume of checkpoints increased from about 15 in the preceding year to 
nearly 900 in the program year. Grant funds were used to support training and equipment, 
but checkpoints were staffed using existing personnel resources. Extensive checkpoint activity 
was continued after the formal program completion. The checkpoint activity was publicized 
extensively both through public service advertising and earned media. The program resulted in 
a 20.4% reduction in alcohol-related crashes extending at least 21 months after conclusion of 
the formal program. This resulted in a savings of nine fatal alcohol-related crashes per month in 
Tennessee.
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Reduce Falls Among the Elderly
Each year, one in every three adults age 65 and older falls, which can lead to moderate to severe 
injuries such as hip fractures and head traumas, and is the leading cause of injury death among 
those age 65 and older.13 For this age group, two-thirds to one-half of falls occur in or around 
the home. The risk of falling increases exponentially with age, and older adults who have fallen 
previously or who stumble frequently are two to three times more likely to fall within the next 
year.14 As the population ages, fall-related death rates and hip fracture hospitalization rates have 
been increasing, despite their preventability. 

Exercise-based interventions
Example: Central Sydney Tai Chi trial (Voukelatos et al. 2007)
Seven hundred and two relatively healthy community-dwelling people aged 60 and older (mean 
age 69) participated in this sixteen-week program of community-based tai chi classes of one 
hour duration per week. Falls were less frequent in the tai chi group than in the control group 
after 16 weeks and 24 weeks. There was no difference in the percentage of participants who had 
one or more falls. There were statistically significant differences in changes in balance favoring 
the tai chi group on five of six balance tests. Participation in once per week tai chi classes for 16 
weeks can prevent falls in relatively healthy community-dwelling older people.

Multilevel interventions
Example: A community-based multilevel fall-prevention intervention in active and 
independent older Chinese adults (Xia et al. 2009)
Four residential communities in Shanghai were randomized to either a multilevel intervention 
or a control condition. Baseline information was collected from a sample of older adults in each 
community. The intervention framework included behavioral components (education program, 
brochure distribution, poster exhibition, and healthcare consultation), environmental components 
(improving indoor and community safety through hazard assessment and hazard elimination), 
individual and group interventions, and interventions directed at older people and their caregivers. 
Before the intervention was conducted, a multidisciplinary group was established, including 
the local center for disease control and prevention, which led the intervention, representatives 
from the street government, the community health center (CHC), community committees, 
landowners within the community, and volunteers. Healthcare professionals from the CHC 
collected fall incidence information and carried out in-home hazard assessments. Street 
governments provided policy support to guarantee sustained fall-prevention efforts through 
follow-up and cooperation of landowners in fall risk factor elimination. Community committees 
assisted in organization of participants. Trained volunteers provided education on exercise 
techniques, as well as collected ideas from community members to add to the education program. 
A one-year annual fall rate was calculated after an 18-month comprehensive intervention. 7.19% 
of the intervention community reported falls, compared with 17.86% of the control community 
sample. The annual fall rate decreased by 10.52% in the intervention communities, whereas the 
difference in control communities was not statistically significant. 
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Example: Stepping On (Clemson et al. 2004)
Stepping On, a multilevel, community-based falls prevention program in Sydney, 
Australia, aimed to improve fall self-efficacy, encourage behavioral change, and reduce 
the incidence of falls among the elderly. Stepping On targeted community residents aged 
70 or older who had had a fall in the previous 12 months or were concerned about falling. 
The program used a small-group learning environment focused on improving lower-limb 
balance and strength, improving home and community environmental and behavioral 
safety, encouraging regular visual screening, making adaptations to low vision, and 
encouraging medication review. The intervention group experienced a clinically meaningful 
31% reduction in falls over a median period of 429 days, demonstrating that the Stepping 
On program is effective for community-residing elderly people. Secondary analysis of 
subgroups showed that the program proved particularly effective for men. 

Example: The Stay On Your Feet program (Kempton et al. 2000)
The Stay On Your Feet program, which targeted 80,000 residents aged 60 years 
and older on the North Cost of New South Wales, addressed factors contributing to 
falls among the older population such as footwear, vision, physical activity, balance and 
gait, medication use, chronic conditions, and home and public environmental hazards. 
The program employed a range of strategies, including awareness-raising, community 
education, policy development (with both state and local governments), home hazard 
reduction, media campaigns, and working with clinicians and other health professionals. 
After four years, there was a 22% non-significant lower incidence of self-reported falls in 
the intervention compared to the control cohort, and this was supported by a statistically 
significant 20% lower fall-related hospitalization rate in target group residents from 
intervention compared to control areas. Increased falls knowledge, physical activity, and 
safe footwear were also observed in the intervention cohort, as were improved balance and 
reduced intake of fall-related medications. 
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Goal: Reduce Tobacco Use
Smoking harms almost every organ of the body, and the adverse health effects from cigarette 
smoking account for nearly one of every five deaths each year in the United States. The risk of 
dying from lung cancer is more than 23 times higher among men who smoke cigarettes, and about 
13 times higher among women who smoke cigarettes, compared with individuals who have never 
smoked.15 Smoking is the underlying cause for 87% of all lung cancer deaths and 30% of all cancer 
deaths, such as those of the bladder, oral cavity, pharynx, larynx, esophagus, cervix, kidney, lung, 
pancreas, and stomach.16 Cigarette smokers are 2–4 times more likely to develop coronary heart 
disease than nonsmokers, and smoking approximately doubles an individual’s risk for stroke.17 It is 
the leading cause of preventable death in America. Reducing tobacco use has proven effective in 
reducing risks for cardiovascular disease, lung cancer, and a range of other cancers.

Incentives and competitions to increase smoking cessation combined with additional 
interventions
Example: A randomized, controlled trial of financial incentives for smoking cessation: Worksite 
(Volpp et al. 2009)
A study randomly assigned employees of a multinational company based in the United States 
to receive information about smoking-cessation programs with financial incentive or without it. 
The financial incentives were $100 for completion of a smoking-cessation program, $250 for 
cessation of smoking within six months after study enrollment (confirmed by a biochemical test), 
and $400 for an additional six months of abstinence after the initial cessation (confirmed by a 
biochemical test). Individual participants were grouped according to work site, heavy or nonheavy 
smoking, and income. The incentive group had significantly higher rates of smoking cessation than 
did the information-only group nine or 12 months after enrollment (14.7% vs. 5.0%)and 15 or 
18 months after enrollment (9.4% vs. 3.6%). Incentive-group participants also had significantly 
higher rates of enrollment in a smoking-cessation program (15.4% vs. 5.4%), completion of a 
smoking-cessation program (10.8% vs. 2.5%), and smoking cessation within the first six months 
after enrollment (20.9% vs. 11.8%). Financial incentives for smoking cessation significantly 
increased the rates of smoking cessation. 

Example: Financial Incentives to Promote Smoking Cessation: Evidence from 11 Quit and Win 
Contests (O’ Connor et al. 2006)
Between 2001 and 2004, 11 different Quit and Win Contests involving adult smokers were 
sponsored in different communities across New York State. These contests offered contestants 
a chance to win a cash prize (usually $1,000) for successfully stopping smoking for at least one 
month. Expenditures for promoting contests varied from a high of $91,441 to a low of $4,345, 
with a median of $25,928. Among smokers who enrolled in a contest, nine out of 10 reported 
making a quit attempt, and between 53 percent and 72 percent reported quitting for the full 
month of the contest. At four to six months follow-up, self-reported quit rates among contestants 
ranged from 22 percent to 49 percent, with an average of 31 percent. Based on a statewide 
population survey, eight of the 11 programs showed quit rates that were significantly higher than 
the estimated quit rate of 21 percent seen among smokers making a quit attempt in the past year. 
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Example: Multilevel worksite health promotion program for cardiovascular risk factors 
(Prior et al. 2005)
A worksite intervention program targeting approximately 800 high-risk employees who 
smoked provided the individuals with worksite health promotion, cardiovascular risk factor 
screenings, and individualized counseling. At 3.7 years, the intervention group had a 12.6% 
decrease in the amount smoked, a 3.3% decrease in diastolic blood pressure, and a 7.8% 
decrease in cholesterol, decreasing the individuals’ risks for developing cardiovascular 
disease. 

Example: A multilevel intervention to prevent smoking (World Health Organization 1982)
A multilevel intervention designed to prevent coronary heart disease targeted male factory 
workers in the United Kingdom, Belgium, Italy, and Poland. At four years, the average 
participant had decreased the number of cigarettes he smoked daily by 8.4%, and the 
average high risk participant had decreased the number of cigarettes smoked daily by 13.9%. 

UPDATE: A randomized controlled trial of financial incentives for smoking cessation (Volpp KG, et 
al. 2006)
A study was conducted at the Philadelphia Veterans Affairs Medical Center of smokers who 
reported smoking at least ten cigarettes per day. They were randomized into incentive and 
non-incentive groups. Both groups were offered a free five-class smoking cessation program 
at the medical center. The incentive group was offered $20 for each class attended and $100 
if they quit smoking 30 days post program completion. Self-reported smoking cessation 
was confirmed with urine cotinine tests. The incentive group had higher rates of program 
enrollment (43.3% versus 20.2%) and completion (25.8% versus 12.2%). Quit rates at 75 days 
were 16.3% in the incentive group versus 4.6% in the control group. At six months, quit rates 
in the incentive group were not significantly higher (6.5%) than in the control group (4.6%). 

Mass media campaigns when combined with other interventions
Example: A randomized controlled trial of a community intervention to prevent adolescent 
tobacco use (Biglan et al. 2000)
Eight pairs of small Oregon communities were randomly assigned to receive a school-
based prevention program, or the school-based program plus a community program. The 
community program included (a) media advocacy, (b) youth anti-tobacco activities, (c) family 
communications about tobacco use, and (d) reduction of youth access to tobacco. Effects 
were assessed through five annual surveys of seventh and ninth grade (ages 12–15) students. 
The results suggest that comprehensive community wide interventions can improve on the 
preventive effect of school based tobacco prevention programs and that effective tobacco 
prevention may prevent other substance use. 
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Example: A community health education program targeting both French- and German-
speaking towns in Switzerland (Gutzwiller et al. 1985)
A community health education program targeting both French- and German-speaking 
towns in Switzerland found a mass media campaign and community programs to be 
effective in helping smokers quit. Four years into the intervention, 8% more smokers had 
quit the habit in intervention towns as compared with comparison towns. 

UPDATE: Effects of tobacco-related media campaigns on smoking among 20–30-year-old adults: 
longitudinal data from the USA (Terry-McElrath, et al. 2013)
Self-report data were collected from a sample of young adults in the U.S. from age 20 to 30. 
This data was merged with tobacco-related advertising exposure data from Nielsen Media 
Research. The odds of quitting among all smokers and reduction among daily smokers in 
the two years between the prior and current surveys were positively related to anti-tobacco 
advertising, especially potential exposure levels of 104–155 ads over the past 24 months. 

Quitline interventions
Example: The effectiveness and cost effectiveness of telephone counseling and the nicotine 
patch in a state tobacco quitline (Hollis et al. 2007)
A study examining the effectiveness and cost effectiveness of offering quitline callers single 
session versus multisession counseling, with or without free nicotine patches, was conducted in 
Oregon. The study compared brief (one 15-minute call), moderate (one 30-minute call and a 
follow-up call) and intensive (five proactive calls) intervention protocols, with or without offers 
of free nicotine patches (nicotine replacement therapy, NRT). Staff who was unaware of the 
intervention assessed tobacco use by phone at 12 months. Offering free NRT and multisession 
telephone support within a state tobacco quitline led to higher quit rates, and similar costs per 
incremental quit, than less intensive protocols. 

Example: Using a quitline plus low-cost nicotine replacement therapy (NRT) to help 
disadvantaged smokers to quit (Miller and Sedivy 2009) 
Low-income smokers were recruited as participants via either a letter in the mail or a flyer 
inserted in a local newspaper. The intervention group received the usual service of multisession 
counseling from the quitline plus access to heavily subsidized NRT. A comparison group 
received the usual quitline service only. Trial participants were also compared with a sample of 
general callers to the quitline. Participants were followed up at three, six, and 12 months. The 
offer of subsidized NRT recruited more than twice as many low-income smokers than the offer 
of the cessation service alone, including 63% who were first-time callers to the quitline. In the 
intervention group, 73.5% of smokers tried to quit compared to 61.0% in the comparison group. 
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Reducing out of pocket costs for evidence-based tobacco cessation 
Example: The Return on Investment of a Medicaid Tobacco Cessation Program in 
Massachusetts (Richard et al. 2012)
A cost-benefit analysis approach was used to estimate the return on investment for the tobacco 
cessation program implemented by the state of Massachusetts. Administrative data indicated 
that program costs including pharmacotherapy, counseling, and outreach were about $183 per 
program participant (in 2010 dollars). The study also estimated inpatient savings per participant 
of $571 (range $549 to $583). Every $1 in program costs was associated with $3.12 (range 
$3.00 to $3.25) in medical savings, for a $2.12 (range $2.00 to $2.25) return on investment 
to the Medicaid program for every dollar spent. These results suggest that an investment 
in comprehensive tobacco cessation services may result in substantial savings for Medicaid 
programs. Further, federal and state policy actions to promote and cover comprehensive 
tobacco cessation services in Medicaid may be a cost-effective approach to improve health 
outcomes for low-income populations. 

Smoking bans and restrictions 
Example: Myocardial Infarction and Sudden Cardiac Death in Olmsted County, Minnesota, 
Before and After Smoke-Free Workplace Laws (Hurt et al. 2012)
In 2002, a smoke-free restaurant ordinance was implemented in Olmsted County, Minnesota, 
and in 2007, all workplaces, including bars, became smoke-free. A study measured, through 
the Rochester Epidemiology Project, the incidence of myocardial infarction (MI) and sudden 
cardiac death in Olmsted County during the 18-month period before and after implementation 
of each smoke-free ordinance. All MIs were continuously abstracted and validated, using 
rigorous standardized criteria relying on biomarkers, cardiac pain, and Minnesota coding 
of the electrocardiogram. Sudden cardiac death was defined as out-of-hospital deaths 
associated with coronary disease. Comparing the 18 months before implementation of the 
smoke-free restaurant ordinance with the 18 months after implementation of the smoke-
free workplace law, the incidence of MI declined by 33%, from 150.8 to 100.7 per 100,000 
population, and the incidence of sudden cardiac death declined by 17%, from 109.1 to 92.0 per 
100,000 population. During the same period, the prevalence of smoking declined and that of 
hypertension, diabetes mellitus, hypercholesterolemia, and obesity either remained constant or 
increased. 
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Mobile phone based interventions
Example: Smoking cessation support delivered via mobile phone text messaging (txt2stop) in 
the UK (Free et al. 2011)
Smokers in the UK were randomized to a mobile phone text messaging smoking cessation 
program (txt2stop) and a control group that received texts unrelated to cessation. Txt2stop 
sends motivational text messages as well as behavioral-change support to aid cessation. The 
system automatically generated cessation or non-cessation texts according to the control or 
intervention group. The primary outcome was self-reported continuous smoking abstinence, 
biochemically verified at six months. All analyses were by intention to treat. Biochemically 
verified continuous abstinence at six months was significantly increased in the txt2stop group 
(10.7% txt2stop vs 4.9% control). Similar results were obtained when participants that were 
lost to follow-up were treated as smokers (9% txt2stop vs 4% control), and when they were 
excluded (10% txt2stop vs 4% control). No significant heterogeneity was shown in any of 
the prespecified subgroups. The txt2stop smoking cessation program significantly improved 
smoking cessation rates at six months and should be considered for inclusion in smoking 
cessation services.

Comprehensive tobacco control policies
Example: Adult tobacco use levels after intensive tobacco control measures: New York City, 
2002-2003 (Frieden et al. 2005)
In 2002, New York City implemented a tobacco control strategy of (1) increased cigarette 
excise taxes; (2) legal action that made virtually all work places, including bars and restaurants, 
smoke-free; (3) increased cessation services, including a large-scale free nicotine-patch 
program; (4) education; and (5) evaluation. The health department also began annual surveys 
on a broad array of health measures, including smoking. From 2002 to 2003, smoking 
prevalence among New York City adults decreased by 11% (from 21.6% to 19.2%, approximately 
140,000 fewer smokers). Smoking declined among all age groups, race/ethnicities, and 
education levels; in both genders; among both U.S.-born and foreign-born persons; and in all 5 
boroughs. 

Example: California Tobacco Control Program (Fichtenberg and Glantz 2000)
A study of the California Tobacco Control Program examined the impact of a $0.25 
increase on the price of cigarettes that allocated $0.05 of the net tax for an anti-tobacco 
educational campaign. At three years, coronary heart disease mortality had decreased by 
2.93 deaths per year for every 100,000 members of the California population, and the 
amount Californians smoked decreased by 2.72 packs per person per year. 

UPDATE: The Effect of the California Tobacco Control Program on Smoking Prevalence, Cigarette 
Consumption, and Healthcare Costs: 1989–2008 (Lightwood and Glantz 2013)
The study estimates the effect of California tobacco control funding on current smoking 
prevalence. It also analyzes how the prevalence of smokers and cigarette consumption per 
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smoker affect per capita healthcare expenditures. One additional dollar of cumulative per 
capita tobacco control funding is associated with reduction in current smoking prevalence 
of 0.0497 percentage points and current smoker cigarette consumption of 1.39 packs per 
smoker per year. Using the National Income and Product Accounts (NIPA) measure of 
healthcare spending, reductions of one percentage point in current smoking prevalence and 
one pack smoked per smoker are associated with $35.4 and $3.14 reductions in per capita 
healthcare expenditure, respectively (2010 dollars). Between fiscal years 1989 and 2008, 
the California Tobacco Program cost $2.4 billion and led to cumulative expenditure savings of 
$134 billion (NIPA measurement).

Increase unit price of tobacco through excise tax
Example: The recent and projected public health and economic benefits of cigarette taxation in 
Greece (Alpert et al. 2013)
The effects of the recent cigarette excise tax (total price per pack, including specific excise, ad 
valorem tax, and value-added tax consumption; tax revenue; and per capita consumption of 
cigarettes) in Greece were calculated. Additionally, smoking-attributable mortality, years of 
potential life lost, and productivity losses were estimated. An additional €2.00 per pack tax 
increase on consumption and tax revenue is estimated to result in reduced cigarette sales by 
20% and lead to an increase in total cigarette tax revenues by nearly €1.2 billion. The cigarette 
excise tax increase in 2011 created €558 million in new tax revenue. Cigarette consumption 
reached a recent low of 24.9 billion sticks sold or 2,197 sticks per person in 2011, indicating 
a 16% decrease in per capita cigarette consumption from the previous year. Prevention of 
192,000 premature deaths is estimated. 

Example: Economic and public health impact of 2007–2010 tobacco tax increases in Ukraine 
(Ross et al. 2011) 
Price elasticity of cigarette demand in Ukraine was estimated using data on cigarette sales, 
cigarette prices, and income and tobacco control policies. The higher excise taxes for real 
tobacco in 2009 and 2010 have significantly reduced tobacco consumption in Ukraine, which 
encourages public health and fiscal gains. 
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Goal: Reduce Alcohol Use 
Alcohol is a nervous system depressant that impairs coordination and decision-making when not 
regulated properly. Excessive alcohol use may contribute to injuries, violence, liver disease, risky sexual 
behavior, and cancer. In the United States, excessive alcohol use is attributed to nearly 2.3 million years 
of potential life lost, also known as years lost due to premature death.18 It is the third leading lifestyle-
related cause for death. Reducing the availability of alcohol, modifying alcohol-related driving laws, and 
changing the social norm of alcohol acceptance by educating adolescents are among the measures that 
can decrease the mortality and morbidity related to excessive and unregulated alcohol usage. 

Server liability
Example: Effects of Alcoholic Beverage Server Liability on Traffic Crash Injuries (Wagenaar 
1991)
A study assessed the effects of the substantial change in liability exposure in Texas on the 
frequency of injury-producing traffic crashes. Results revealed 6.5% and 5.3% declines in 
injurious traffic crashes following the filing of two major liability suits in 1983 and 1984, 
respectively. The study found that server liability reduces trauma due to automobile crashes, 
and the dramatic change in liability in Texas seemed to produce an important change in server 
behavior. The behavioral change appears to have sufficiently reduced the number of alcohol-
impaired drivers on Texas highways to bring about a reduction in the death and injury toll. 

Increasing alcohol taxes
Example: Effects of Alcohol Tax Increases on Alcohol-Related Disease Mortality in Alaska: 
Time-Series Analyses From 1976 to 2004 (Wagenaar 2009)
Increases in alcohol excise tax rates were associated with immediate and sustained reductions 
in alcohol-related disease mortality in Alaska. Reductions in mortality occurred after two tax 
increases almost 20 years apart. Statistically significant reductions in the numbers and rates 
of deaths caused by alcohol-related disease beginning immediately after the 1983 and 2002 
alcohol tax increases in Alaska were observed. 

Blood alcohol concentration laws
Example: Impact of lowering the legal blood alcohol concentration limit to 0.03 on male, 
female, and teenage drivers involved alcohol-related crashes in Japan (Desapriya et al. 2007)
In June of 2002, a revision to part of the Road Traffic Act drastically increased the penalties 
for drinking and driving offences in Japan. Most notably, the legal blood alcohol concentration 
(BAC) limit for driving was lowered from 0.05 mg/ml to 0.03 mg/ml. The introduction of 
reduced BAC limit legislation resulted in a statistically significant decrease in the number of 
alcohol-impaired drivers on the road in Japan, indicating responsiveness to the legal change 
among adults and teenagers. Also, the preliminary assessment appears to indicate that 
the implementation of 0.03 BAC laws and other associated activities are associated with 
statistically significant reductions in alcohol-involved motor vehicle crashes. 
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Example: “Effects of Lowering the Legal BAC to 0.08 on Single-Vehicle Nighttime Fatal 
Traffic Crashes in 19 Jurisdictions” (Bernat et al. 2004)
Effects of the 0.08 law (which specifies that if a driver’s BAC is at or above 0.08, a violation 
has occurred even if the driver does not show signs of intoxication) were examined separately 
in 18 states and the District of Columbia, and the overall effect on single-vehicle nighttime 
fatal traffic crashes was examined across states. State-specific analyses showed that fatal traffic 
crashes significantly decreased in three of the 19 states following the introduction of the 0.08 
law. A statistically significant 5.2% reduction in single-vehicle-nighttime fatal traffic crashes 
was associated with the 0.08 law across all states, after adjusting for administrative license 
revocation, the number of Friday and Saturday nights in a month, and trends in all other types 
of fatal traffic crashes.

Example: “Does Setting Limits Save Lives? The Case of 0.08 BAC Laws” (Dee 2001)
Nineteen states have established laws that make it illegal per se to drive with a blood alcohol 
concentration (BAC) of 0.08. The results of this study indicate that 0.08 BAC laws have been 
effective in reducing the number of traffic fatalities, particularly among younger adults. These 
estimates suggest that the nationwide adoption of 0.08 BAC laws would generate substantial 
gains, reducing the annual count of traffic fatalities by at least 1,200.

Breath testing checkpoints
Example: Cost savings from a sustained compulsory breath testing and media campaign in 
New Zealand (Miller et al. 2004)
Three approaches to compulsory breath testing (CBT) where drivers are stopped tested was 
tested: (1) intensive, moderate-profile CBT (plus zero alcohol tolerance for drivers under age 
20, which was implemented simultaneously, remains in effect, and unavoidably is commingled 
with CBT in the effectiveness estimates); (2) CBT plus an enhanced media campaign; and (3) 
shifting to aggressively visible “booze buses,” which also streamlined drunk-driver processing 
with enhanced community campaigns against drunk-driving. CBT plus zero tolerance reduced 
expected night-time crashes by 22.1% and enhanced media by 13.9%. Booze buses yielded a 
further 27.4% reduction where implemented. Estimated societal benefit-cost ratios were 14 for 
CBT, 19 for CBT plus enhanced media, and 26 for the comprehensive package. Government 
saved more than it spent on the program, especially with booze buses. Aggressive CBT plus 
zero alcohol tolerance for youth, media blitzes, and booze buses proved dramatically effective. 
Together, these four interventions halved late night serious and fatal injury crashes. 
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Ignition interlock devices  
Example: Washington State’s alcohol ignition interlock law: effects on recidivism among first-
time DUI offenders (McCartt et al. 2013)
A study examined the effects of changes to Washington State’s ignition interlock laws. In July 
2003, issuance of interlock orders moved from courts to the driver licensing department and 
in June 2004, the interlock order requirement extended to first-time offenders with blood 
alcohol concentrations (BACs) below 0.15 percent. Mandating interlock orders for all first 
DUI convictions was associated with reductions in recidivism, even with low interlock use 
rates, and reductions in crashes. After the 2004 law change, the proportion of simple DUIs 
declined somewhat. Interlock installation rates for first simple DUIs were 3 to 6 percent in the 
year before the law change and one third after. Recidivism among first simple DUI offenders 
declined by an estimated 12 percent (e.g., expected 10.6% without law change vs. 9.3% among 
offenders arrested between April and June 2006 in the last study quarter). Among all first-
time offenders, it decreased by an estimated 11 percent (expected 10.2% vs. 9.1%). The 2004 
law change was associated with an 8.3 percent reduction in single-vehicle late-night crash risk. 

Example: Breath alcohol ignition interlock devices: controlling the recidivist (Raub et al. 2003)
The recidivism rates of two groups of Illinois drivers who had their driver’s licenses revoked for 
alcohol-impaired driving and who received restricted driving permits were compared. Drivers in 
both groups had more than two DUI actions against their record within five years or were classed 
as level III alcohol dependents. Drivers in one group were required to install breath alcohol 
ignition interlock devices in their vehicles and drivers in the other group were not. The research 
found that drivers with the interlock were one-fifth as likely to be arrested for DUI during 
the one year the device was installed as the comparison group, which did not have the device. 
However, once the ignition interlock was removed, drivers in this group rapidly returned to DUI 
arrest rates similar to those in the comparison group. This study also found that individuals who 
were removed from the interlock program and returned to revoked status continued to drive. 
Within three years, approximately 50% of this latter group were involved in a crash or were 
arrested for DUI or with an invalid driver’s license. The findings suggest that the breath alcohol 
ignition interlock device is effective in preventing continued driving while impaired. The devices 
should remain installed until drivers can demonstrate an extended period of being alcohol-free.

Mass media campaigns to reduce alcohol-impaired driving  
Example: Effectiveness of the anti-drunk driving advertising campaign in New Zealand (Tay 1999)
The main foci of the advertisements in the New Zealand media campaign were on alcohol-
impaired driving and speeding, but these were later supplemented by the rural driving and seat 
belt use campaigns. This study tested whether advertising has an independent effect or its 
effectiveness is wholly dependent on the level of enforcement. Research found that the road 
safety advertising campaign had an independent effect in reducing the number of fatal crashes 
and that its effectiveness was not reinforced by higher levels of enforcement as expected.
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Limits of days and hours of sales
Example: Saturday opening of alcohol retail shops in Sweden: an experiment in two phases 
(Norström and Skog 2005) 
Prior to February 2000, all alcohol monopoly outlets were closed on Saturdays in Sweden. 
After this date, stores in an experimental area consisting of six counties were open on 
Saturdays. In the control area, consisting of seven counties, the shops remained closed. Because 
continuous evaluations of the trial did not reveal any negative consequences, the Saturday 
opening was implemented throughout Sweden after 17 months. The increased accessibility to 
alcohol rendered by Saturday opening seems to have increased consumption. 

Multilevel interventions
Example: The Sacramento Neighborhood Alcohol Prevention Project: outcomes from a 
community prevention trial (Treno et al. 2007)
This Sacramento Neighborhood Alcohol Prevention Project (SNAPP) set out to reduce alcohol 
access, drinking, and related problems in two low-income, predominantly ethnic minority 
neighborhoods. It focused on individuals between the ages 15 and 29, an age group identified 
with high rates of alcohol-involved problems. Five project interventions included a mobilization 
component to support the overall project, a community awareness component, a responsible 
beverage-service component, an underage-access law enforcement component, and an 
intoxicated-patron law enforcement component. The study found significant reductions in 
assaults as reported by police, better aggregate emergency medical services (EMS) outcomes, 
and fewer EMS motor vehicle accidents and assaults.

Example: Preventing alcohol-impaired driving through community self-regulation training 
(Worden et al. 1989)
A community education program was designed to train the individual drinker to self-regulate his 
or her blood-alcohol concentration (BAC) below a level of impairment (.05 g/dl or 11 mmol/L). 
Drink calculators (cardboard wheels and wallet cards) were disseminated to customers of bars 
and licensed beverage outlets. Bartenders and counter clerks were trained to demonstrate use 
of the calculators and demonstrations were presented in television spots. Program components 
were evaluated in three matched Vermont communities, one receiving the full community 
education program, one receiving the TV spots only, and one serving as control. After six 
months of intervention, a roadside survey of nighttime drivers indicated 5.3 percent fewer 
drivers with BACs above 0.05 g/dl in the community program group and 1.0 percent fewer in 
the TV-only group compared to the control group. However, substantially fewer drivers were 
found above .00 BAC in either program community than in the control. Drivers reporting 
heavy drinking and youthful drivers both indicated higher utilization of the materials than did 
other drivers. This study suggests that a community education program can be effective in 
preventing alcohol-impaired driving.
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Example: How Project Northland reduced alcohol use among young adolescents (Komro et 
al. 2001)
Project Northland was conducted in 24 school districts and adjacent communities in 
northeastern Minnesota with students in grades 6–8. The intervention consisted of social-
behavioral curricula in schools, peer leadership activities, parental involvement and education, 
and community-wide activities. At the end of three years of intervention, significantly fewer 
students in the intervention school districts reported alcohol use than students in the reference 
districts. Important mediators of Project Northland’s effect on alcohol use were (1) peer 
influence to use, including normative estimates, (2) functional meanings of alcohol use, (3) 
attitudes and behaviors associated with alcohol and drug problems like stimulus seeking, rule 
violations, and bad judgment, and (4) parent-child alcohol-related communication around 
alcohol use. In addition, among those who did not use alcohol at baseline, self-efficacy to refuse 
offers of alcohol was a significant mediator.

1 American Heart Association. 2013. “Heart Disease and Stroke Statistics--2013 Update: A Report from the American Heart Association,” ac-
cessed June 12, 2013, http://circ.ahajournals.org/content/127/1/e6.full.pdf.

2 National Center for Chronic Disease Prevention and Health Promotion (U.S.). 2012. Diabetes report card 2012. Atlanta, GA: Centers for Disease 
Control and Prevention, National Center for Chronic Disease Prevention and Health Promotion, Division of Diabetes Translation. http://www.cdc.
gov/diabetes/pubs/pdf/DiabetesReportCard.pdf.

3 “Asthma and Schools,” last modified February 19, 2013, http://www.cdc.gov/HealthyYouth/asthma/

4 Hall MJ, CJ DeFrances, SN Williams, A Golosinskiy and A Schwartzman. 2010. National Hospital Discharge Survey: 2007 summary. National health 
statistics reports; no 29. Hyattsville, MD: National Center for Health Statistics.

5 National Center for HIV/AIDS, Viral Hepatitis, STD, and TB Prevention (U.S.). 2013. Incidence, prevalence, and cost of sexually transmitted infec-
tions in the United States. Atlanta, GA: Centers for Disease Control and Prevention, National Center for HIV/AIDS, Viral Hepatitis, STD, and TB 
Prevention.

6 “30 Years of HIV/AIDS,” last modified June 2011, http://www.cdc.gov/nchhstp/newsroom/docs/CDC-HIV-30th-Fact-Sheet-508c.pdf.

7 “HIV in the United States, At a Glance,” last modified April 23, 2013, http://www.cdc.gov/hiv/statistics/basics/ataglance.html

8 “Male Latex Condoms and Sexually Transmitted Diseases: Fact Sheet for Public Health Personnel,” last modified March 25, 2013, http://www.cdc.
gov/condomeffectiveness/latex.htm

9 “Injury and Violence Prevention,” accessed June 12, 2013, http://www.healthypeople.gov/2020/topicsobjectives2020/overview.aspx?topicid=24

10 “Injury Prevention & Control: Saving Lives and Protecting People from Violence and Injuries,” last modified August 19, 2013, http://www.cdc.gov/
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11 “Injury and Violence Prevention,” accessed June 12, 2013, http://www.healthypeople.gov/2020/topicsobjectives2020/overview.aspx?topicid=24.

12 “How can injuries in children and older people be prevented?,” accessed June 18, 2013, http://www.euro.who.int/__data/assets/pdf_
file/0004/74686/E84938.pdf.

13 “Older Adult Falls,” accessed June 18, 2013, http://www.nsc.org/safety_home/HomeandRecreationalSafety/Falls/Pages/OlderAdultFalls.aspx
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Appendix
List of organizations searched

•	 American Cancer Society - http://www.cancer.org/
•	 American Diabetes Association - http://www.diabetes.org/
•	 American Heart Association - http://www.heart.org/HEARTORG/
•	 American Journal for Public Health - http://ajph.aphapublications.org/
•	 American Legacy Foundation - http://www.legacyforhealth.org/
•	 American Lung Association - http://www.lung.org/
•	 American Public Health Association - http://www.apha.org/
•	 Amfar: The Foundation for AIDS Research - http://www.amfar.org/
•	 Association of Maternal and Child Health Programs - http://www.amchp.org/Pages/

default.aspx
•	 Association of State and Territorial Health Officials - http://www.astho.org/
•	 Brookings Institution - http://www.brookings.edu/ccf.aspx
•	 California Endowment - http://www.calendow.org/
•	 California Healthcare Foundation - http://www.chcf.org/
•	 Campaign for Tobacco-Free Kids - http://www.tobaccofreekids.org/
•	 CDC Guide to Community Preventive Services - http://www.thecommunityguide.

org/index.html
•	 Center for Advancing Health - http://www.cfah.org/
•	 Children’s Health Fund - http://www.childrenshealthfund.org/ 
•	 Clean Air Task Force - http://www.catf.us/
•	 Cochrane - http://www.cochrane.org/cochrane-reviews/about-cochrane-library
•	 Congressional Research Service - http://www.loc.gov/crsinfo/
•	 County Health Rankings and Roadmaps - http://www.countyhealthrankings.org/
•	 Cure Violence - http://cureviolence.org/
•	 Guttmacher Institute - http://www.guttmacher.org/
•	 Institute of Medicine - http://www.iom.edu/
•	 International AIDS Society - http://journals.lww.com/aidsonline/pages/default.aspx
•	 Kaiser Family Foundation - http://www.kff.org/
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•	 Let’s Move:
http://www.letsmove.gov/become-lets-move-city-or-town
http://www.letsmove.gov/white-house-task-force-childhood-obesity-report-
president 

•	 Mathematica Policy Research, Inc. - http://www.mathematica-mpr.com/
•	 Mothers Against Drunk Driving (MADD) - http://www.madd.org/
•	 National Association of Community Health Centers, Inc. - http://www.nachc.com/
•	 National Association of County and City Health Officials - http://www.naccho.org
•	 National Academy for State Health Policy - http://www.nashp.org/
•	 National Academy of Sciences, National Research Council - http://www.nation-

alacademies.org/nrc/ 
•	 National Clearinghouse on Family Violence (part of Public Health Agency of Cana-

da) - http://www.phac-aspc.gc.ca/ph-sp/preveco-02-eng.php#a4_1
•	 National Institute on Alcohol Abuse and Alcoholism - http://www.niaaa.nih.gov/
•	 National Institute of Health - http://www.nih.gov/
•	 National Business Coalition on Health - http://www.nbch.org/
•	 National Governors Association - http://www.nga.org/cms/home.html
•	 National Prevention Strategy - http://www.healthcare.gov/prevention/nphpphc
•	 New York State, Department of Health - http://www.health.state.ny.us/
•	 Partnership for Prevention - http://www.prevent.org/
•	 Partnership to Fight Chronic Disease - http://www.fightchronicdisease.org/
•	 Public Health Agency of Canada - http://www.phac-aspc.gc.ca/index-eng.php
•	 RAND - http://www.rand.org
•	 Rural Policy Research Institute (RUPRI) Center for Rural Health Analysis - http://

cph.uiowa.edu/rupri/
•	 Robert Wood Johnson Foundation - http://www.rwjf.org/
•	 Substance Abuse & Mental Health Services Administration (SAMHSA) - http://

www.samhsa.gov/
•	 Trust for America’s Health - http://healthyamericans.org/
•	 UCLA Center for Health Policy Research - http://healthpolicy.ucla.edu/Pages/

home.aspx
•	 United States Government Accountability Office - http://www.gao.gov/
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•	 United States Department of Housing and Urban Development
•	 United States Department of Transportation - http://www.dot.gov/
•	 United States Environmental Protection Agency - http://www.epa.gov/
•	 United States Office of the Surgeon General - http://www.surgeongeneral.gov/
•	 Urban Institute - http://www.urban.org
•	 World Health Organization - http://www.who.int/en/

WHO Global Campaign for Violence Prevention and Centre for Public Health at 
Liverpool John Moores University - http://www.preventviolence.info/evidence_
base.aspx
WHO and ISPCAN - http://www.phac-aspc.gc.ca/ncfv-cnivf/pdfs/nfnts-prev-
maltr_e.pdf
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